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The mild action of Petrolagar helps relieve bowel 
distension after surgery and aids in the restoration 
of normal Bowel Habit Time. 

For physicians’ convenience, Petrolagar is avail- 
able in the economical Hospital Dispensing Unit—a 
quantity sufficient for the average ten day period of 
confinement. It is pleasant to take—not likely to 
leak like plain mineral oil. 

Prescribe Petrolagar for hospitalized patients. It 
contributes to their comfort. 


Petrolagar. .. liquid petrolatum 65 ce. emulsified 
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PAWTUCKET MEDICAL ASSOCIATION 
Annual Address of the President 
Tuap A. Kroticktr, M.D. 


300 Broap STREET, PAWTUCKET, RHODE ISLAND 


In Roman History, the Ides of March signifies 
the end of a career, that of one Julius Caesar who 
aspired to be King of Rome. Unlike Caesar, I need 
no soothsayer to remind me that my Ides of March 
have come and passed. Today, as eventually all 
good things must do, my brief career as President 
of this Association comes to an abrupt close. From 
this day forth other hands than mine will grip the 
reins and guide the course of our Association. You 
are present on this occasion, not to bury your re- 
tiring President, a fact for which he is indeed 
grateful, but for two reasons, because this is the 
anniversary date of our Association, and to wel- 
come Dr. G. Raymond Fox as your leader. You 
should receive singular satisfaction from the per- 
formance of both of these acts. 

The custom of a retiring official to make a 
speech before giving way to his successor is very 
old. It is at least as ancient as Old Testament 
times when Samuel, the prophet-judge addressed 
the people before stepping down and out to make 
way for Saul, the first King of Israel. Even the 
gladiators in the palmy days of Rome, made a bow 
and a brief speech to the aforementioned Caesar 
and the occupants of the royal box, before they 
engaged in mortal combat. They bent “the preg- 
nant hinges of the knee” and said “We who are 
about to die salute you.” May I not paraphrase this 
ominous saying with a happier one, to wit: “we who 
are about to go out of office felicitate you.” 

The medical profession is one of the noblest of 
human callings. It has been so regarded in most 
countries through the centuries. Jesus has been 
called the “Great Physician.” He had a heart of 
compassion for all kinds of sufferers and He 
stretched forth his hand to heal all who came to 
Him for help. 


Presented at the Annual Meeting of the Pawtucket 
Medical Association, March, 1940 


In no field has greater progress been made during 
the past half century than in the practice of medi- 
cine and its many branches. The increase in scien- 
tific knowledge of the human body has been marvel- 
ous, the understanding of the cause and cure of 
many diseases has made tremendous strides. We 
honor the doctors for their integrity of character, 
for the high standards they have maintained in their 
profession, and for their sacrificial services to 
humanity. 

The great object sought by our Association may 
be aptly summed up in the phrase “Building Bet- 
ter Citizens.” The medical association serves as a 
center of exchange where personal experiences are 
winnowed, sorted, ripened, and made common 
property in the social unit. A friendly discussion 
often saves useless experimentation and points the 
way to more profitable methods of work, coopera- 
tive and economic effort. Medical associations also 
foster professional growth, give a wider outlook to 
their members, and increase individual efficiency 
and prosperity. And the social opportunities 
afforded give an opportunity to lift barriers of social 
reserve and make possible cooperative participa- 
tion in progressive living. 

During the past year, in a splendid spirit of co- 
operation, each one, under the guidance of his own 
conscience has endeavoured to do his part. To have 
served in such a time, with such a splendid group, 
has brought to me a sense of unusual privilege and 
has emphasized increasingly day by day, the re- 
sponsibilities of that service. To me it has been a 
year of great opportunity. Each day has been re- 
plete with the thrill of new adventure, the in- 
spiration of new friendships, fond memories that 
will abide through all the years have been my gener- 
ous compensation. 
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A year ago, when I was honored by election to 
this office, I entered upon my duties with enthusi- 
asm and ambition, and with the hope that you would 
make me a good president. I had sense enough to 
know that alone I could accomplish nothing — that 
it would take the cooperation of every member of 
the association to make our “wheel” go round, to 
assure the success of our various activities. 

I have been indeed fortunate in this past year, 
in having such splendid support and cooperation. 
For this reason the association has been able to 
make great strides toward the goal which would 
give Pawtucket and the Blackstone Valley the finest 
health service of any community in the nation. 

Very briefly, I am going to retrace, step by step, 
a few of the accomplishments of the past year. It 
is my opinion that every member of this associa- 
tion should be justly proud of the success of this 
work. 

As a first accomplishment, the Association added 
six new members. That item needs no further 
elaboration. Our most important step was the in- 
auguration of the Committee on Education, under 
the capable direction of Dr. Charles Farrell, whose 
broad functions included the following activities :— 
The presentation of a motion picture, “The Con- 
fessions of a Cold,” in all Junior and Senior High 
Schools in Pawtucket, Central Falls and Cumber- 
land. The presentation of demonstrations in First 
Aid, with the assistance of the Police and Fire De- 
partments in Pawtucket and Central Falls Senior 
High Schools. Twenty-six speakers were furnished 
to various lay organizations to lecture on medical 
subjects. A course of instruction in First Aid was 
given to Pawtucket and Central Falls Police and 
Fire Departments, the first venture of its kind by 
any medical organization in the State. 

The speakers for our regular monthly meetings 
were representatives of various departments of the 
Memorial Hospital and Superintendents of most 
of the state institutions. 

Let us always remember that coming together is 
a beginning; keeping together is progress; and 
working together is loyalty, and success. A house 
divided cannot stand. Its enemies seek to make 
divisions so they may enter in. So as an organiza- 
tion let us present a strong undaunted front and 
follow our ideals of organized medicine to victory. 
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The organization that devotes itself solely to 
material accomplishments and that leaves behind a 
record of work done for the material welfare of its 
community, deserves well of its time and place ; but 
that organization whose ideal of service creates in 
its membership a higher conception of neighborli- 
ness as expressed in the spirit of service in the 
ordinary everyday affairs of life, that organization 
earns the lasting gratitude of men. 

No one can leave an office such as the presidency 
of this Medical Association without a sense of the 
high privilege of having been permitted to preside 
over the councils of such an organization. If I were 
asked to state what I consider the greatest benefit 
I have received while occupying this office, I should 
answer: “The revelation in other men’s souls of 
what my own is striving for.” 

As I lay down the duties of this office, it is with 
the confidence that other hands will carry forward 
its requirements with an increasing measure of 
success. To the new officers of the Association, I 
extend not only a cordial greeting, but congratula- 
tions upon an opportunity for service that will enlist 
the highest capabilities of mind and heart. 

To my successor, Dr. Fox, I extend the glad 
hand of welcome. May the ensuing year yield him 
great pleasure and, with your cooperation, an over- 
whelming success. 

I wish to take this opportunity to thank all who 
have contributed to the successes of the year. The 
numerous committees and officers of the Associa- 
tion and many others not officially so designated 
have worked faithfully and at tremendous personal 
sacrifices to the end that the science and art of 
healing might be advanced and made more freely 
available to all the people of the State of Rhode 
Island. 

To have been the President of such an organiza- 
tion brings, I feel, a real and lasting honor. I want 
to express again my sincere appreciation of your 
kind regard, your faith in my ability, and your 
wholehearted cooperation during my term of office. 
May the hopes and energies of the members join 
in one great friendship; join, weld, amalgamate 
and fuse together with the same entirety and whole- 
ness with which one atom of matter meets, mingles 
and joins with another. Such action will perpetuate 
the accomplishments of the past and make brilliant 
the future that lies ahead of this Association. 


‘ 
il 


MANAGEMENT OF OBSTETRICAL 
HEMORRHAGE 


BERTRAM H. Buxton, M.D. 
167 ANGELL STREET, PROVIDENCE 


Hemorrhage during pregnancy may be divided 
into three trimestrial periods and labor into intra- 
partum and postpartum periods. There are certain 
causes of bleeding common to all three trimestrial 
periods which may be mentioned in passing, such 
as slight erosion of the cervix, post-coital bleeding 
from injury to the cervix, polyp of cervix, carcin- 
oma of cervix, double uterus in which menstruation 
may continue from the non-pregnant uterus, rup- 
tured varicosities of the vulva or vagina. These 
are of interest only as a process of elimination from 
the more common emergencies. 

Normal menstruation does not occur usually in 
pregnancy, except in double uterus — bleeding 
comes from something else. By far the most com- 
mon cause of bleeding in the first three months is 
miscarriage, threatened or inevitable. It has been 
estimated that fully 25% or more pregnancies ter- 
minate in miscarriage. The best management for 
these is prophylactic, as regards advice to prevent 
them. A patient’s activities should be limited dur- 
ing pregnancy and warning given for complete bed 
rest at the first sign of bleeding, with possibly 
morphia in bad cases. Probably the majority of 
threatened cases would quiet down if this advice 
was followed. However, a certain number are in- 
evitable, particularly those cases in which there is 
a defective ovum to start with and then lack of 
development. This has been shown by some in- 
vestigators to be the most common cause of mis- 
carriage. In threatened, or even better, in those 
cases with repeated or recurrent miscarriages, the 
use of progesterone and Vitamen E has been re- 
ported with some success. 

Examination at the first sign of bleeding, if 
slight, should be avoided because of danger of 
irritating the uterus and making the threatened, 
an inevitable miscarriage. If, however, the bleeding 
continues and is associated with labor pains, ex- 
amination becomes necessary and should be done 
with extreme aseptic precautions — shaving: vulva 
and preparing field as well as possible before the 
vagina is entered with a sterile glove. 


Obstetrical Conference at the Providence Lying-In Hos- 
pital Auditorium, March 6, 1940, sponsored by the Rhode 
or Society and the State Department of Public 

ealth. 


A hospital is the best place for all inevitable 
miscarriages. In a hospital preparation is much 
better and in the absence of temperature the patient 
can, under gas oxygen, be examined properly and 
the retained secundines be cleared out immediately, 
thus saving the patient many days of waiting. If 
the patient remains at home, packing the vagina 
has to be resorted to and if you are lucky in twenty- 
four hours when the packing is removed the pro- 
ducts of conception follow immediately. The ut- 
most precaution in asepsis will save many a life 
that now is lost, as most of those who die, die of 
sepsis - very few ever dying of the hemorrhage 
per se. The febrile cases, particularly those of the 
induced type, should not be curetted, or at least 
not until the temperature has been normal for some 
days. These cases are better treated expectantly 
with the help of castor oil and quinine or pituritrin 
and later curetted after the temperature has reached 
normal and remained there for a. week. Trans- 
fusion is of great help in those who have been 
bled out. Curettage in all cases should be of the 
finger type with forcep removal of tissue and the 
use of the sharp curette limited to the clean cases. 

Ectopic pregnancy is very often mistaken for 
miscarriage. Bleeding is apt to be much less in 
this condition and associated with stabbing pain 
in one of either lower quadrant. With rupture 
the pain is often intense and associated with shock. 
It must be remembered that sometimes an ectopic 
may cause spotting before a period is missed. 
Continuous spotting as well as intermittent, asso- 
ciated with pain on either side, should lead one to 
suspect the condition. Generally a period or two 
has been missed. If this is accompanied by a small 
mass in region of either tube, the diagnosis may 
be made before rupture. The condition may be 
confused with cyst with twisted pedicle or ap- 
pendix. An Ascheim Zondek test is often helpful 
in making up your mind. When the diagnosis is 
made operation is an absolute indication. 

Many early ectopics have aborted themselves 
into the uterus or abdominal cavity, ceased to grow 
and have finally cleared up, perhaps undiagnosed. 
But the danger is too great to expect this to 
happen. Transfusion in the ruptured ectopic is a 
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life saver. This should be done at the time of 
operation to save the blood, after tying the bleeding 
vessel. Auto-transfusion of the patient’s own blood 
taken from the abdominal cavity has yielded good 
results when the blood is fresh and not too clotted. 

Hydatidiform mole, another cause of bleeding, 
generally in the first trimestra, may extend into 
the second. The uterus in this condition is gener- 
ally enlarging more rapidly than normal with 
absence of life or foetal heart. The appearance of 
the grape like cysts in the discharge is diagnostic 
but the cysts are not always passed before the 
diagnosis is made. Often these patients will mis- 
carry and require no further treatment. More 
often, after the diagnosis is made, they require 
emptying the uterus, great care being taken not to 
tear the cervix or rupture the uterus, which is gen- 
erally thinned out and fragile. The sharp curette 
should not be used ; manual removal is safer and the 
uterus should be packed following delivery as bleed- 
ing is apt to follow. Following a mole comes the 
great danger of a developing chorion epithelioma, 
some writers claiming as high as 31% being so 
transformed. These cases should be followed 
closely for at least a year for symptoms of further 
bleeding or enlargement of the uterus. The As- 
cheim Zondek test is again valuable in this con- 
dition as it is extremely positive in the presence 
of chorion epithelioma. Usually after a pregnancy 
or benign mole the test will be negative in two to 
six weeks. Therefore, if the test continues strongly 
positive much after this time, particularly if asso- 
ciated with the presence of bleeding or spotting 
or enlargement of the uterus, a diagnostic curettage 
should be done followed by hysterectomy if the 
curettage shows evidence of malignancy. Some 
operators prefer radium treatment before the hys- 
terectomy. As these cases are extremely malig- 
nant early diagnosis is imperative. 

In the second trimestra bleeding is not as com- 
mon. While most miscarriages occur in the first 
three months, certain cases do miscarry during 
the second period. Treatment during this period is 
somewhat different than in the early months. Never 
attempt to clean out a uterus after three months 
if the cervix is not properly dilated; there is 
great danger of tearing the cervix as well as per- 
forating the uterus which is very soft and thin 
when not contracted. I have seen several times 
cases where the operator has pulled a loop of in- 
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testine out through the cervix with the foetus 
and in one case the operator, thinking it the cord, 
tied it off and cut it. It is much better to treat 
these cases more like a premature delivery and 
dilate the cervix, with a bag if necessary, before 
attempting to deliver. Many of these cases are 
distressing, having continual bleeding for weeks 
without dilation, the patient finally getting into a 
serious anemic condition. The cause of the bleeding 
may be placenta praevia, although this condition 
more often shows itself in the last three months of 
pregnancy. As a last resort, if the bag fails, vaginal 
Caesarian section is useful. Pituitrin is not contra- 
indicated in these cases before delivery, as at term. 

In the third trimestra we encounter two of 
the main serious causes of hemorrhage; placenta 
praevia and partial or complete separation of the 
placenta. 

It is seldom that we see evidence of bleeding 
in placenta praevia before the last three months 
although, as I have mentioned, it may be demon- 
strated before six months have passed. In these 
cases the placenta probably completely covers the 
os. Bleeding in the last three months should always 
be observed with respect. It may be from some 
minor source as post-coital, erosion of the cervix, 
polyp or a beginning premature labor but it cer- 
tainly should be investigated particularly if it has 
happened on more than one occasion or persists 
even in small amount. Forty percent of the bleeding 
in that period has been proved to be placenta praevia 
by some writers. 

In placenta praevia the bleeding is not usually 
associated with pain. It may come at any time but 
more often from the seventh month to term. As to 
the management, all bleeding cases in this trimestra 
should be immediately sent to a hospital even 
before examination, where further developing 
emergencies can be cared for. No matter where 
the patient is cared for, one principle should be 
followed ; never attempt to examine a patient until 
you are fully prepared to carry out further treat- 
ment in case serious hemorrhage develops when 
the examination is made. The same applies to 
rectal examinations. I have seen severe hemor- 
rhage follow these. 

I will outline our management of these cases 
after they are admitted to this hospital. They are 
immediately shaved and if the bleeding is not ex- 
cessive are placed in bed and watched carefully 
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for further bleeding. In the meantime their blood 
is typed and the blood of suitable donors matched 
with the patients, thus having everything ready 
for a transfusion if the occasion may arise. If 
the bleeding is slight we may possibly wait three 
or four days, when often the bleeding stops. The 
patient is kept quiet by sedation if necessary. If 
there is no further bleeding we get ready for an 
examination. Before examination we have our 
delivery room equipped with everything we might 
need to cope with bleeding—hags, iodoform packs 
and even instruments ready for Caesarian section. 
The patient is prepared carefully for vaginal ex- 
amination, including installation of Zepharin 
1-1000 into the vagina, is draped for delivery and 
every precaution taken as regards asepsis. The 
danger of sepsis in these bleeding cases is greater 
than in ordinary cases, particularly if they have 
been oozing for many days. The resulting anemia 
is a great handicap to their resistance to organisms. 

Under gas oxygen a thorough vaginal exami- 
nation is made, the finger introduced into the 
cervix gently. If no placenta is encountered 
covering the internal os, the finger is introduced 
into the uterus and swept around the lower segment 
to feel an edge that may be encroaching upon or 
lurking in close approximation to the internal os. 
If there is found no evidence of praevia and no 
further bleeding, the patient is allowed to go home. 
Of course, there is some danger of starting up a 
premature labor. 

If we find a complete placenta praevia with the 
internal os covered completely by the placenta, we 
are inclined to do a Caesarian section, not only 
in primiparae but even in multiparae. If the plac- 
enta partially covers the os and the patient is a 
primipara with a rigid long cervix we favor a 
Caesarian. 

If the placenta is marginal or a low implantation 
and slightly away from the cervix, particularly 
in a multipara or a primipara with a soft dilatable 
cervix, we might put ina Vorhees bag (the largest 
possible) after rupturing the membranes and thus 
splint the placenta against the side of the uterus 
until the os was dilated and the bag expelled. Then 
very often the head or other presenting part will 
enter the pelvis, act as a tampon to the bleeding 
cdge of the placenta and the patient will go on to 
delivery normally. If the hemorrhage still contin- 
es the os will be sufficiently dilated, providing 
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the largest bag has been used, to go ahead and doa 
forceps or a version and control the hemorrhage 
by emptying the uterus and packing. There is one 
important point to remember if delivery is necessi- 
tated, that the cervix in these placenta praevia 
cases is very friable and easily torn due to the 
locality of the implantation of the placenta and 
that rupture of the lower uterine segment up into 
the broad ligament and even further into the peri- 
toneal cavity is a great possibility. That is why 
we never attempt to deliver these cases by manual 
dilatation before they are practically fully dilated. 
Many a case has been lost by this procedure. 
After delivery the uterus should be packed with 
iodoform gauze. These cases are very prone to have 
postpartum hemorrhages. A little further loss of 
blood may be the deciding factor between life and 
death. Transfusion is again a life saver in these 
cases and since the advent of this treatment our 
mortality has diminished tremendously. Having 
everything in readiness for immediate transfusion 
before the emergency arises has cheered many a 
doctor when within a few minutes the fast dropping 
blood pressure is halted and the. pulse becomes 
perceptible as the available blood is introduced. 
Of course, some of these cases enter the hospital 
in extremis and are immediately transferred to the 
delivery table, saline given and morphia, and the 
shock of profuse hemorrhage alleviated. Immediate 
typing and matching of the patient’s and donor’s 
blood is done, a professional donor being procured 
through the exchange if no others are available. 
Then the appropriate delivery, either Caesarian 
section or delivery or treatment from below is per- 
formed ; giving due regard to rigidity, dilatation of 
cervix or gravida of the patient as already out- 
lined. The transfusion is generally given at the 
time of Caesarian or other operative delivery. 
The Braxton Hicks manoeuver is of value in 
many cases particularly, when the baby is already 
dead or in extremis;- that is, bringing one foot 
down through the undilated cervix, doing a version 
if necessary. This may be done even through a 
cervix that may be dilated only two or three 
fingers. The buttocks then act as a tampon to pre- 
vent further bleeding, a weight being attached to 
the baby’s foot to make the necessary traction. In 
this procedure no attempt should be made to 
deliver the baby but labor should be allowed to 
go on with normal expulsion of the foetus, because 
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of the great danger already mentioned of rupturing 
the lower uterine segment. After the baby is deli- 
vered the placenta should be removed immediately 
and the uterus packed to control further bleeding. 
Of course, most of these babies if alive are lost 
before delivery is concluded. There is also the 
method of Willett’s traction forceps -a_ special 
forceps introduced even through a slightly dilated 
cervix, grasping the baby’s scalp. A weight is at- 
tached to make continuous traction on the baby’s 
head against the placenta. 

Separation of the placenta may occur in one 
normally implanted or in a low implantation. It may 
be partial or complete. It may occur at any time 
during pregnancy and probably is the cause of some 
earlier miscarriages. When it occurs in the latter 
months of pregnancy it asumes a more serious 
aspect. The etiology in the majority of cases is 
toxaemia of pregnancy. In every toxaemic case we 
should bear this complication in mind. Of course, 
mechanical separation may occur from blows, falls 
or accidents. 

The bleeding in these cases varies in amount and 
in some cases may be entirely concealed within the 
uterus. As a rule, however, there will be some 
external signs. It is almost invariably associated 
with pain and a great deal more shock than you 
would expect from the amount of bleeding. The 
uterus will increase in size if there is much internal 
bleeding and will be in a state of tonic contraction, 
very hard and, as a rule, very tender, particularly 
at the point of separation. It is sometimes extremely 
difficult to tell whether the patient is in labor, except 
that the pain is continuous and the uterus does 
not relax between the pains. The pulse is elevated 
and the blood pressure generally reduced, some- 
times alarmingly so, although in the severe toxic 
cases it may remain higher than normal. The 
patient’s lowered hemoglobin reading may be of 
help in concealed hemorrhage although it is sur- 
prising what collapse the patient may show with 
an exceedingly small amount of hemorrhage, due 
to the great shock associated with a small collection 
of blood in back of the placenta. The foetal heart 
may or may not be heard depending on how much 
of the placenta has separated. 

The treatment of these cases varies somewhat with 
the individual. Partial separation may be slight and 
may be treated expectantly under rigid observation, 
but with increasing symptoms, as already men- 
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tioned, delay should not be prolonged. If the patient 
starts in labor as frequently happens and no increas- 
ing symptoms superimpose, she may be allowed to 
deliver normally. These cases are always potentially 
serious and should be treated in the hospital. Many 
of them would be saved if sent in before their con- 
dition becomes too serious. Early diagnosis is 
important. 

Complete separation of a normally implanted 
placenta is a very serious condition and should prob- 
ably be treated whether in primipara or multipara 
by Caesarian section, providing the cervix is not 
fully dilated to allow immediate delivery from 
below. Transfusion is again important in these 
cases, intravenous saline being given while waiting 
for the typing and procuring of donors, saving the 
blood for the time of operation or immediately 
thereafter. At the time of operation often comes 
the question of hysterectomy. Formerly it was 
advised to remove those uteri which showed extra- 
vasation of blood into the uterine muscle, of late 
years we are leaving many of these which show 
contractile response after emptying and in which 
the color returns. 

In the cases with blood in the peritoneal cavity as 
well as the broad: ligament, with the uterus black- 
ened and with poor contractions, the uterus had 
better be removed, as the danger of further bleed- 
ing is too great to take a chance. Cases in which 
the uterus is left should be packed with iodoform 
gauze, one end being pushed into the vagina to be 
removed in twenty-four to forty-eight hours. The 
danger of anuria in these toxic separation should be 
borne in mind. Many a case has survived the opera- 
tion only to die a few days later with suppression 
of urine. This brings up the question of the anes- 
thesia in these cases. They should never receive 
ether but local anesthesia by the block method 
with addition of cyclopropane when emptying the 
uterus. These cases have done remarkably well with 
this new anesthesia. We have recently used sucrose 
intravenously to stimulate urinary output with 
some success. 

The cases with a partial separation of a low 
implantation of the placenta with a slight trickle 
from the edge may be treated by a simple rupture 
of the membranes which will allow the presenting 
part to descend and stop further bleeding. Labor 
may continue normally. The Rotunda method of 
treating these cases perhaps might be reserved for 
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such cases where it is impossible to get them to a 
hospital. This method might be called the “plug- 
ging method.”’ Under the most careful asepsis with 
broad vaginal retractors introduced, the vagina is 
packed with cotton balls soaked in 5% Lysol. These 
are packed all around the cervix firmly, into the 
fornices from back and laterally. Several layers 
are introduced until the vagina is completely filled 
to the vestibule. Then an abdominal binder is 
applied with a tight belt above the uterus which is 
tightened by the old Spanish windlass effect—a 
stick thrust through a wide strip of muslin and 
twisted to exert sufficient pressure above the fun- 
dus. Then pituitrin in small doses may be given. 
This will stop further bleeding and the patient will 
go into labor and force out the cotton and foetus 
later as pains progress. After delivery the uterus 
should be packed to prevent further bleeding. Intra- 
venous saline or transfusion should be resorted to 
as in Caesarian. Remember that many of these cases 
may survive the hemorrhage to die of sepsis. Care 
in aseptic technique in any procedure will diminish 
our mortality. 

Hemorrhage during labor may be a_ belated 
effect of placenta praevia or of premature separa- 
tion of the placenta and treatment should be carried 
out as above outlined. There may be bleeding from 
a rapidly dilating cervix or varicosities of vagina 
which usually is controlled as labor progresses but 
may cause hemorrhage following delivery. Hemor- 
rhage may come from a ruptured uterus. Rupture 
of uterus may be spontaneous in some instances 
such as that from a scar of previous Caesarian 
section. This has led to the counsel that “once a 
Caesarian, always a Caesarian’’—the repeat Cae- 
sarian section being performed at a prearranged 
date shortly before labor is due. 

Spontaneous rupture has also occurred where 
disproportion is present between the size of the 
baby and the pelvis and takes place in the thinned 
out lower segment particularly when pituitrin has 
heen given inadvertently in the first stage of labor. 
Pituitrin has caused many deaths from this cause 
and should be reserved for its real usefulness after 
the third stage. Rupture takes place also when ill- 
advised operations are performed such as manual 
dilation of the cervix or version in a dry uterus or 
in the presence of a contraction ring. Rupture of 
the uterus is a very serious complication and is 
venerally associated with shock and signs of in- 
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ternal hemorrhage and is certainly a case for hos- 
pital treatment, most cases requiring laparotomy 
with hysterectomy. Transfusion should be given at 
the beginning of the operation. 

A few cases of tears which do not extend up into 
the peritoneal cavity have been controlled after 
delivery from below by tight packing into the tear 
which extends into the broad ligament with later 
repair after recovery. 

Postpartum hemorrhage is generally from one of 
three causes—atony of the uterus—retained portion 
of placenta or membranes—or laceration of the 
birth canal. I will mention also another rare cause— 
inversion of the uterus, generally caused by too 
vigorous efforts at removal of placenta. 

Management of post partum hemorrhage may 
best be approached first by consideration of the 
third stage of labor so as to prevent its occurrence. 
The placenta is normally separated from its bed 
by the natural contractions and relaxations of the 
uterus which follow delivery of the baby. Now, if 
we hasten this natural process by undue manipula- 
tion the uterine sinuses will not be sufficiently closed 
so that bleeding will result. Therefore in the third 
stage the uterus should be supported by a hand 
above its fundus at or just below the umbilicus to 
prevent its distension with blood but should not be 
massaged unless it fails to contract properly. 

Generally six contractions of the uterus with re- 
laxation are necessary to separate the placenta 
which will then be found to be in the cervix or 
upper vagina and will be expelled normally by the 
patient’s own power. If, however, the uterus does 
not contract properly and the uterus tends to en- 
large and balloon out with blood, massage is in- 
dicated. Pituitrin can be used in the third stage 
particularly when the uterus acts in this manner, 
always bearing in mind that it may cause a tonic 
spasm of that organ with resulting hour glass con- 
traction making removal difficult. Remember also 
that a full bladder may interfere with the normal 
delivery of the placenta. In these cases the uterus 
will generally be pushed up higher than usual to 
one side or the other. Catheterization will aid 
greatly in terminating the delivery. 

If after six contractions of the uterus with re- 
laxation between or a half or three quarters of an 
hour has gone by and the placenta has not been 
expelled, particularly if there has been considerable 
bleeding, Credé of the uterus may then be consid- 
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ered. This should only be attempted when the 
uterus is in contraction, great care being taken not 
to invert the uterus by undue pressure at the top 
of the fundus. 

If the bleeding is profuse before six contractions 
have taken place, it may be an indication that the 
placenta has already separated and is interfering 
with the proper shutting down of the uterus. Then 
further delay in removal of the placenta will only 
result in further loss of blood. 

If Credé is unsuccessful and the uterus is not 
acting properly and bleeding continues, manual re- 
moval of the placenta must be considered. This 
procedure should only be attempted as a last resort 
and should be done in a hospital if it is possible to 
get the patient there. The danger of sepsis is great 
and at home is almost impossible to perform the 
operation aseptically. Long sleeve version gloves 
should be used with the utmost care in technique, 
the placenta being separated gently from the uterine 
wall. Fortunately placenta acceta, where the pla- 
centa has grown to the uterus, is rare. When that 
condition is met, hysterectomy is indicated as re- 
moval from below will result in severe bleeding or 
rupture of the uterus. 

When the placenta is expelled or removed it 
should always be examined carefully both as re- 
gards its own entirety and also the membranes. 
Portions of these, except possibly small pieces of 
membrane, will be the cause for later hemorrhage. 
These cases with retained portions of placenta 
should be sent to the hospital. 

Many patients are anaemic during pregnancy 
and a small blood loss will throw them earlier into 
shock — thus the importance of prenatal care to 
have your patient in the best possible condition be- 
fore labor starts. Other conditions which may pre- 
dispose to postpartum hemorrhage are overdisten- 
sion of the uterus, as with multiple pregnancy and 
hydramnious, also fibroids of the uterus which 
interfere with its proper contractile power. Watch 
these cases more carefully in the third stage as also 
a patient who has had a prolonged exhaustive labor. 

Postpartum hemorrhage usually occurs within 
the first hour after delivery and may happen at any 
time during that period. [t is our rule in this 
hospital that the fundus be held for one-half hour 
in normal cases and one hour in operative deliveries. 
The patient is kept in the delivery room for one 
hour postpartum in case any emergency arises. 
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After one hour, if the uterus is acting properly and 
is well contracted, there is very little danger of 
further hemorrhage. 

Usually hemorrhage starts soon after the deliv- 
ery of the placenta although hemorrhage from the 
cervix or injury to the birth canal below may have 
persisted after delivery of the child. If the uterus 
is soft and shows poor contractile response atony 
of the muscle may be suspected, the bleeding com- 
ing in spurts as the uterus tries to contract. Bleed- 
ing from the cervix is generally continuous. 

The first procedure in any case is to massage the 
uterus and have it held competently by an assistant, 
apply ice to the fundus, give one ampule of Pitu- 
itrin followed by an ampule of Ergotrate or some 
other aseptic [-rgot preparation preferably intra- 
venously. The Pituitrin will act quickly but as its 
action is of short duration, the Ergot preparation 
is added to prolong the effect. Put the patient in 
Trendelenburg position. Hot intrauterine saline 
douches of former days are useful but if the simple 
procedures mentioned above do not stop the bleed- 
ing, packing with iodoform gauze into the uterine 
cavity would be preferable. It is a matter of judg- 
ment to know when to resort to this procedure. 
Realizing the added danger of sepsis with the intra- 
uterine manipulation we would prefer not to pack, 
but there comes a time when we must disregard 
that danger and stop the bleeding before the patient 
gets into a serious condition. In a case already 
anemic or with a low blood pressure we certainly 
would resort to packing earlier. Most of these 
patients need saline intravenously to raise the blood 
pressure and combat shock. Also blood transfu- 
sions as soon as available later in the bad cases. 
Morphia is also indicated to quiet restlessness and 
favor the heart. If the hemorrhage is coming from 
the cervix, the tear in the cervix should be repaired 
by several interrupted catgut sutures. Bleeding 
points in vagina can be controlled by vaginal packs. 
Before attempting any vaginal or intrauterine ex- 
amination the vulva field should be washed, new 
drapes applied and the operator’s gloves changed, as 
the danger of sepsis is increased in these patients 
from their lowered resistance due to the hemor- 
rhage. 

After packing — heaters and added blankets and 
a tight abdominal binder with folded towel above 
the fundus to make pressure from above, together 
with bandaging the extremities from below up- 
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wards to save blood for the vital organs, are all 
helpful. When giving the saline intravenously, 
adrenalin % c.c. of 1 to 1000 injected into the 
saline tube will increase blood pressure. Cases that 
are packed should have the packing removed in 
from twenty-four to forty-eight hours. 

In conclusion let me leave several thoughts. 

First. The importance of asepsis in the treat- 
ment of miscarriages remembering that these cases 
die of sepsis rather than hemorrhage. Also not to 
curet septic cases until the temperature has re- 
mained normal for several days. 

Second. Miscarriage in the second trimestra 
should be treated as premature labor. Do not at- 
tempt to dilate and remove foetus through undilated 
cervix. 

Third. Bleeding in the third trimestra should be 
regarded with respect and before examination is 
made, every preparation made to cope with any 
emergency that may arise at the time of examina- 
tion. These cases should all preferably be sent to 
the hospital for examination. 

Fourth. The importance of transfusion in saving 
these cases should be recognized and the importance 
of having patients typed and donors procured be- 
fore the emergency arises. 

Fifth. The danger of rupture of the uterus in 
improper use of Pituitrin and inadvisable operative 
manoeuver through undilated cervix. 

Sixth. The management of the third stage of 
labor with regard to not hastening separation of the 
placenta and in watchful care of patients for one 
hour postpartum. 

Seventh. The increasing danger of sepsis asso- 
ciated with the decrease in the resistance of the 
patient in all these hemorrhage cases. 


CRITICISM TO BE AVOIDED 


When a physician does succeed another physician 
in the charge of a case, he should not make com- 
nents on or insinuations regarding the practice of 
the one who preceded him. Such comments or 
insinuations tend to lower the esteem of the patient 
for the medical profession and so react against 


the critic. 
From the Code of Ethics of the A. M. A. 
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NEW ENGLAND PEDIATRIC SOCIETY 


Three or four times a year the New England 
Pediatric Society offers a fine chance for Rhode 
Island physicians to attend first class pediatric meet- 
ings. Membership is open to any physician. The 
meetings are usually held in Boston. At four P. M. 
a clinic is held at a hospital, cases are demonstrated 
and short talks are given by men who are doing 
new and interesting work. After the clinic there 
is a general get together and refreshment period, 
followed by a dinner. In the evening there are talks 
by some of the best men in the country on subjects 
on which they are well qualified to speak. The men 
who attend the meetings are largely leaders in their 
fields. Any physician who is interested in pediatrics 
will do well to avail himself of such an unusual 
opportunity. 

The next meeting will be held on May 15. The 
clinic will be at the Massachusetts General Hospital. 
The dinner and evening meeting will be at the 
Longwood Towers. Application blanks and infor- 
mation can be obtained from the Secretary, Dr. 
James M. Baty, 1101 Beacon Street, Brookline, 
Mass., or Dr. Guy W. Wells, Secretary of the 
Rhode Island Medical Society. 
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ANNUAL MEETING 


As the time for the Annual Meeting of the 
Rhode Island Medical Society approaches, we 
remind the members to plan to attend as many of 
these sessions as they possibly can. 

During the last Annual Meeting we were im- 
pressed by the high quality of all the presentations. 
The morning clinics at the hospitals were extremely 
well done. They were given mostly by men of 
superior ability who were talking about subjects 
with which they were thoroughly familiar. The 
diseases discussed were in general the conditions 
in which we are all interested and in which it is 
important to us that we keep well informed. During 
the last year we have been on trips to other medical 
meetings where large crowds had travelled one or 
more days to hear clinics of no greater interest. 

There seems to be no difficulty in attracting a 
crowd to the afternoon and evening sessions where 
out of town men are doing the speaking: let us 
urge you also not to miss these exceptionally val- 
uable morning clinics. 


NATIONAL HOSPITAL DAY 


Again May 12 approaches and the opportunity 
for us to retell our story is offered on National 
Hospital Day. To be sure the story is old, but it is 
so full of the interest of life itself that it will never 
suffer from retelling. The guardians of birth, death, 
and suffering will always receive consideration 
when their needs are intelligently made known. 

It is hoped that this year special emphasis may 
be placed on the Blue Cross, not to the extent of 
overshadowing the hospital as an institution, but to 
show that hospitals themselves are meeting in an 
increasingly impressive way the financial challenge 
of these times, and to crystallize the idea that the 
Blue Cross is a hospital organization and not a 
detached concern. Stated differently: the hospitals 
themselves are the Blue Cross. Its organization is 
carrying ona highly efficient and rather complicated 
accounting, but it is the hospital that is “the party 
of the second part,” who is bounden to provide the 
care. 

Two things have occurred so rapidly as to be 
amazing. First, within the period of about three 
vears, the successful working of group hospitaliza- 
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tion has banished practically all the doubts and op- 
positions which were undoubtedly expressed with 
sincerity. Secondly, the rapid growth. The year 
1940 will see nearly sixty such organizations func- 
tioning in the United States and paying to member 
hospitals thirty millions of dollars. Approximately 
five million people in the small income groups are 
helping themselves and thereby helping the hospi- 
tals ; a truly mutual situation. 

Physicians, as they go about among their patients, 
can do much to aid in disseminating the idea of an 
annual hospital day, recalling the life work of 
Florence Nightingale whose birthday was May 12, 
pointing out occasionally the great advances and 
tremendous importance of the modern hospital. All 
this to the mutual benefit of patient, hospital, and 
self. 


ARMY EXPERIENCE FOR PHYSICIANS 


Physicians under thirty-five years of age who 
are desirous of obtaining extended active duty 
with the Army but who do not hold Reserve com- 
missions are being offered appointments in the 
Medical Corps Reserve in the grade of Ist Lieuten- 
ant, in order to permit them to be placed on such 
duty. Captains and Lieutenants are at present being 
offered excellent assignments throughout the con- 
tinental United States, and it is hoped that author- 
ity will be granted to actually permit some officers 
to go to Hawaii and Panama. In addition to having 
a new and very busy experience in the practice of 
medicine, the average officer finds the pay and 
allowances attractive. The pay and allowances for 
a married Ist Lieutenant amount to approximately 
$203.00 a month; for a single Ist Lieutenant 
approximately $225.00 a month; for a married 
Captain to approximately $316.00 a month; and 
for a single Captain to approximately $278.00 a 
month. In most cases the above pay and allowances 
would apply inasmuch as Government quarters are 
not usually available for officers on extended active 
duty. In the few instances where Government quar- 
ters are available, the amounts would be $40, $60, 
$60, and $80 less per month respectively. In addi- 
tion, the officer is reimbursed for mileage traveled 
from his home to his station, and upon completion 
of his tour of duty is reimbursed similarly for the 
travel to his home. 
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Application for one year of active duty, or for 
appointment in the Medical Corps Reserve with a 
view to obtaining one year of active duty with the 
Army, should be requested at once by a letter 
addressed to the Commanding General of the Corps 
Area* wherein the physician permanently resides. 
In addition, the application should contain concise 
information regarding permanent address, tempo- 
rary address, number of dependents, earliest date 
available for active duty, and that internship has 
been (or will be) completed; and it should be 
accompanied by a report of physical examination 
recorded on the Army Form W. D. A. G. O. 63, 
which may be obtained from any Army station. 
From the group of Reserve officers placed on ex- 
tended active duty since August 1939, over 25% 
of those within the age requirements of 32 years 
of age or less for commission in the Regular Army 
Medical Corps found military service sufficiently 
to their liking to cause them to take entrance exam- 
inations for the Regular Army. 


*First Corps Area (Maine, N. H., Vt., Mass., R. I., 
Conn.) Army Base, Boston, 9, Mass. 


PROVIDENCE MEDICAL ASSOCIATION 
March Meeting 

The regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, March 4, 1940. The meeting was called 
to order by President Walsh at 8:35 P. M. 

The Secretary read the minutes of the previous 
meeting which were accepted and placed on file. 

The Secretary reported a communication to 
President Walsh from Dr. William C. Woodward, 
former director of the Bureau of Legal Medicine 
of the American Medical Association, in which he 
expressed appreciation of the public acknowledg- 
ment in the Medical News of the Providence Med- 
ical Association, of his services to the medical 
profession of America. 

The Secretary reported for the Executive Com- 
mittee as follows: 

That Dr. John Langdon, Chairman of the Com- 
mittee on Pre-School Examinations, had reported 
that his committee had outlined a plan proposed 
for possible adoption by the Association. Follow- 
ing the discussion of the report, the Executive 
Committee had moved that the report of the Com- 
mittee on Pre-School Examination be approved 
and that it be placed before the membership at the 
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March meeting for future action. On a motion 
from the floor this report was accepted. 

Dr. John Langdon, Chairman of the Committee 
on Pre-School Examination, presented the report 
of his Committee. Dr. Henry Utter discussed the 
report explaining the history of summer round-up 
in the community, and pointing out the failures in 
the program in the past. Dr. Utter expressed hope 
for the success of this new plan and move that the 
report be accepted and the plan be adopted by the 
Association. The motion was seconded and passed. 

Dr. Philip Batchelder reported that he had 
attended a meeting of the Tuberculosis Committee 
of the Rhode Island Public Health Association at 
the cffice of the Superintendent of Health of the 
City, Dr. Nestor, on February 29, at which time 
a discussion was held regarding a proposal to 
conduct public X-ray examinations. 

The plan proposed would be to have a New 
York firm, serving as technicians, take photos on 
paper film, thereby reaching a large group of 
people and educating them in the value of chest 
X-ray examinations. Dr. Batchelder reported that 
the group interested hesitated to initiate any pro- 
gram without the cooperation of the Medical Asso- 
ciation, and therefore, speaking as an individual 
in view of the fact that he had not had time to 
call together the Tuberculosis Committee of the 
Providence Medical Association, he advanced the 
following resolution : 

Resolved: That the Providence Medical Asso- 
ciation approve in principle the efforts of 
the Rhode Island Public Health Association 
and the Rhode Island Tuberculosis Asso- 
ciation in initiating a survey of persons in 
supposed good health, in order to discover 
if possible, new cases of tuberculosis. 

The resolution was seconded and discussed by 
Dr. Joseph Smith and was accepted by the Asso- 
ciation. 

The Secretary reported that the Executive Com- 
mittee recommended for election to active mem- 
bership in the Association the following: 

D. Richard Baronian, M.D. 

D. William J. Bell, M.D. 

Pio Giannini, M.D. 

John T. Keohane, M.D. 

John H. Marsh, M.D., and 

Preston D. Goeger, M.D., was recom- 
mended for re-election to active membership. 

Dr. William M. Muncy moved that these appli- 
cants be elected to membership in the Association. 
The motion was seconded and unanimously passed. 
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President Walsh called for reports of cases and 
Dr. Robert Baldridge reported a case of Leukemia 
in a boy of 12 years of age treated by hibernation 
with prompt and striking reduction in the high 
white blood count and the percentage of immature 
and pathological cells. Autopsy showed an aplastic 
or hypo-plastic marrow with no definite evidence 
of leukemia. 

The President introduced as a guest speaker of 
the evening Dr. Samuel F. Marshall, former Asso- 
ciate Surgeon in the Henry Ford Hospital in 
Detroit, and for the past five years Surgeon on the 
Lahey Clinic Staff, who spoke on “Management 
of Peptic Ulcer and its Surgical Aspects.” 

Dr. Marshall’s address was discussed by Drs. 
William P. Davis and Anthony V. Migliaccio. 

Before adjourning Dr. William P. Davis called 
the attention of the members to the regulation of 
the revised By-Laws relative to the payment of 
annual dues within the current year, and requested 
that any members in arrears for 1938 or 1939 clear 
the account in the immediate future. 

The meeting adjourned at 10:40 P. M. Collation 
was served. 

Respectfully submitted, 
HermMaN A. Lawson, M.D., Secretary 


— MAY 12, 1940 — 


Observed on May 12 because it is the anniversary 
of the birth in 1820 of Florence Nightingale, Na- 
tional Hospital Day is set apart to bring to the 
attention of the country at large the important 
function of its hospitals. The appeal is universal 
regardless of religious, political, racial, or geo- 
graphical divisions, and giving aid to the suffering 
was an ancient custom when the story of the Good 
Samaritan was first told. 

Apropos of the announcement of National Hosp- 
ital Day for 1940, it may not be amiss to remind 
the physicians of Rhode Island briefly, of the struc- 
ture of the American Hospital Association. The 
parent society is representative of the combined 
hospitals of the United States and Canada and holds 
an annual convention. Locally, the young in years, 
but well organized and active Hospital Association 
of Rhode Island has its membership made up from 
the personnel of all the hospitals of the State and 
meets semi-annually, electing each year a delegate 
to the National Convention. 

Remember May 12, National Hospital Day. 
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THE MEMORIAL HOSPITAL 
Pawtucket, R. I. 
Schedule Beginning May 1, 1940 
Medical Service: 

Medical Ward Rounds at 11:00 A. M. every 
Saturday. 

Medical Symposium on the last Friday of each 
month in the Nurses’ Home Auditorium at 
11:30 A. M. 

Clinical Pathological Conference: 

May 8, 1940, at 12:00 Noon. 

Surgical Service: 

Surgical Pathological Conference on the sec- 
ond Wednesday of each month at 11:30 A.M. 

Surgical Ward Rounds at 11:00 A. M. every 
Wednesday. 

Surgical Conference on the first and third 
Wednesdays at 12:00 Noon in the Tumor 
Clinic Room. 

Tumor Clinic: 

The first and third Thursdays of each month 

at 10:00 A. M. 
Urological Service: 

Ward Rounds at 12:00 Noon on the first and 

third Mondays of every month. 
Medical Staff Meetings: 

Meeting of tke entire staff on the second 

Wednesday of each month at 1:00 P. M. 
Obstetrical Service: 
Conference on the last Friday of each month 
at 12:00 Noon. 
Orthopedic Service: 
Ward Rounds at 8:30 A. M. every Monday. 
Pediatric Service: 

Ward Rounds and Discussion of Cases at 

12:00 Noon every Thursday. 
Ear, Nose and Throat Service: 

Ward Rounds and Discussion of Cases at 
10:30 A. M. on the second Wednesday of 
each month. 

Members of the staff and physicians who are not 
on the staff are cordially invited to participate in 
the various activities such as ward rounds. The 
above schedule and subsequent ones will be printed 
in the RHopE IsLAnD MEpICAL JOURNAL so that 
you may be acquainted with the various dates. By 
presenting yourself at the information desk in the 
Main Hospital, you will be directed to the various 
departments where such activities are taking place. 


Births: A daughter to Dr. Earl J. Mara, Paw- 
tucket, R. I. 
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CLIFFORD B. COLWELL, M.D. 


Clifford B. Colwell died March 9, 1939, at his 
home, 409 Broadway. A native of Providence, he 
was born September 12, 1882, son of James and 
Sarah Ann (Carpenter) Colwell. He was grad- 
uated from Classical High School in 1901 and from 
Baltimore Medical College in 1905. In 1906 and 
1907 he was Resident Physician at Sibley Memorial 
Hospital in Washington, D. C. In 1908 he opened 
an office in Olneyville Square. On January 10, 
1910, he married Miss Elsa Reichmann in Wash- 
ington, D. C. 

Dr. Colwell was a member of the Providence 
Medical Association, the Rhode Island Medical 
Society, the American Medical Association, Phi 
Chi fraternity of Baltimore Medical College, Nes- 
tell Lodge, Manufactures Lodge, I. O. O. F., and 
the Modern Woodmen of America. 

Typifying the old family physician, a student of 
medicine, a lover of books, kind, courteous, mild- 
mannered and soft spoken, Dr. Colwell was a gen- 
eral practitioner with a large following, and was 
loved by his patients, associates, and friends, who 
cherish his memory. He is survived by his widow. 


ALvAH H. Barnes, M.D. 
Epwarp F. Burke, M.D. 


JOSE PAULO LOBO, M.D. 


Dr. Jose P. Lobo died in this city on Novem- 
ber 28, 1939 after a short illness. His passing is 
mourned by many patients and loyal friends who 
respected and admired him. Dr. Lobo was born 
in Portugal on November 11, 1878 and received his 
elementary education in the schools of Lisbon. He 
graduated from the Lisbon Medical College in 
1900 and his internship was served there. Dr. Lobo 
had a varied career and at one time was a member 
of the Senate of Portugal and was Civil Governor 
of one of the Portuguese East African possessions. 

Dr. Lobo came to the United States and was 
first licensed in Massachusetts in 1904. He was 
licensed in Rhode Island and New Jersey in 1926 
and in New York 1929. He did postgraduate work 
in the New York Polyclinic Hospital in 1928 and 
in Vienna in 1930. He was on the staff of the New 
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York Polyclinic Hospital in 1931 and 1932 as clin- 
ical instructor in Otolaryngology. Dr. Lobo was 
elected a member of the Providence Medical Asso- 
ciation December 7, 1931 and practiced in Provi- 
dence until 1935 when he moved to Fall River. 
He returned to Providence 1938 and established 
an office at 49 Governor Street. He was re-elected 
to the Providence Medical Association on Decem- 
ber 5, 1938. 

With the passing of Dr. Lobo, the many people 
of this community of Portuguese extraction have 
lost a good friend and adviser, and the memory 
of this man so devoted to his calling will last 
many years to come. 

James P. Lonpercan, M.D. 


Harry C. MEssincer, M.D. 


RECENT BOOKS 


Varicose VEtINs. By Alton Ochsner, B.A., M.D., D.Sc., 
(Hon.), F.A.C.S., and Howard Mahorner, B.A., 
M.D., MS., (Surgery), F.A.C.S. . With fifty text 
illustrations and two color plates. The C. V. Mosby 
Company, St. Louis, 1939. 

This small hand-book on the treatment of vari- 
cose veins gives a brief resume of the subject but 
includes all essential facts necessary for office use. 
The first chapter gives a concised description of the 
history of the subject and describes earlier opera- 
tive treatments that were formerly carried out. A 
description of the anatomy of the veins of the 
lower extremity is briefly described and illustrated. 
In similar fashion, short chapters are devoted to 
pathology, physiology, etiology and the clinical as- 
pects. More space is given to examination of the 
varicose vein patient and to treatment. The various 
tests for evaluating patency of the deep veins are 
described. 

The author's technique of injection consists in 
having the patient standing which they believe to 
be the proper method. They do not recommend the 
multiple injection method as advocated by Mc- 
Pheeters. No single solution is employed but they 
most commonly use sodium morrhuate 5%, and 
for the larger veins sodium gynocardate 5%. Elastic 
bandages are recommended following treatment. 
The treatment of varicose ulcers is discussed very 
briefly. 

J. Murray Bearps-ey, M.D. 
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PsyCHOoBIOLOGY AND Psycutatry. A Textbook of Normal 
and Abnormal Human Behavior. By Wendall Mun- 
cie, M.D. With a foreword by Adolf Meyer, M.D., 
LL.D., Se.D. pp. 739, with 69 illustrations. Cloth, 
$8.00. The €. V. Mosby Company, St. Louis, 1939. 


A large practical book of value to every practising phy- 
sician. 

Part I deals with the historical and philosophical bases 
of psychobiology and with a personality study of a normal 
student. For an understanding of personality the emphasis 
is placed on an historical view of heredity and on the 
experimental method used in dealing with past concrete 
environmental facts. The author stresses willingness to 
recognize patterns of behavior which in great part repre- 
sent anticipation and purpose and which include standards 
of effort and responsibility. Meaning or direction is clearly 
indicated only from the biological personal record. Per- 
sonal liberty is explained as being achieved only through 
sharing experiences with others and so understanding 
human needs. The actual objective behavior of one person 
as well as the thoughts and memories of that person con- 
sidered as “economizing performances or pictorial or verbal 
forerunners” to such actual objective performance are 
studied and compared with the actual objective behavior 
and thoughts and memories of others. The philosophy is 
essentially common sense, in many respects much like the 
pragmatism of William James, and is essentially the 
recognition and the acceptance of the compromises which 
each individual with his infinite possibilities for repair 
and growth must make with the world in which he lives 
and with the people in the world. 

The suggested formulation in regard to sex brings this 
out fairly well. Family formation is considered the ideal 
sex goal, but other part attainments of this ideal goal are 
accepted as compromises provided they do not destroy the 
future attainment of such an ideal sex goal. The various 
compromises mentioned in the book allow immediate cer- 
tainty of sex attainment with present relief of sex tension 
and more or less satisfaction and ease in mature life. They 
do away with childish conceptions and place every one in 
the grip of the same drives. 

Among recommendations which appear important are the 
following : — 

Seek active play in place of mere individual or social 
dreaming. 

Protect against exploitation in regard to rest and sleep. 

Appreciate that individuals differ even in infancy in re- 
gard to activity, some being much absorbed in their 
sensory intake with little activity and others little absorbed 
with much activity. 

Study carefully the code of personal rights which an 
individual will defend. 

Appreciate that decisions are not random guessing even 
though they may be vacillating with submissive aquiescence 
to the inevitable, even though they may be impulsive and 
emotionally determined, or even though they may be de- 
liberately weighed and well balanced. 

Consider will power the concrete evidence of behavior 
as noted in the capacity for unremitting application to a 
task in spite of difficulties, thwartings, and distraction. 

Evaluate the amount of socialized thinking as compared 
with egocentric autistic thinking. 
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Study situations which habitually get a “rise out of the 
person” especially in regard to early emotional experiences 
in the intrafamily drama. 

Part II deals with Abnormal Behavior—Pathology and 
Psychiatry, and much of Part I is of value in illuminating 
it. It takes up extensively methods of examination and 
various psychoneuroses and psychoses, and gives much in- 
formation in regard to them. It labels many mental dis- 
eases, but in many cases it is difficult to tell why one disease 
is under one label rather than under another. There are 
excellent discussions of obsessive-compulsive-ruminative- 
tension states; paranoia and paranoid states and what is 
usually classified as schizophrenia showing their similari- 
ties somewhat more than their differences, and giving a 
more useful understanding of them. 

Part III deals with treatment and, though brief, is ex- 
cellent, since it tries to describe the actual therapy found 
useful by the author. Here also the treatment of Obsessive- 
compulsive-ruminative-tension states, of paranoia and par- 
anoid states and of what is usually classified as schizo- 
phrenia is by far the most satisfactory and thought pro- 
voking. 

This book fulfills a real need in the field of normal and 
abnormal behavior and does it extremely well for a first 
edition. Some of the difficulty in understanding certain 
parts is probably due to the haste which was necessary in 
preparing this much needed first edition. Part I is in places 
obtuse, but this is not extremely unusual in philosophical 
formulations. Part II in places is difficult to understand, 
but this is probably due to the difficulty which we all have 
when we try to explain psychoneuroses and psychoses. Part 
III is the clearest. 

I recommend this book highly as informative, stimulat- 
ing, and practical. 

Newton HuGues, M.D. 


Tue 1939 YEAR Book oF GENERAL MEDICINE. Edited by 
George F. Dick, J. Burns Amberton, Jr., George R. 
Minot, William B. Castle, William D. Stroud, and 
George B. Eusterman. pp. 848, 148 text illustrations 
and 3 color plates, Cloth, $3.00, The Year Book 
Publishers, Inc., 504 South Dearborn Street, 
Chicago, 1939. 

The 1939 model of this useful collection of abstracts is 
much like its predecessors. It contains over 800 pages 
covering quite completely the medical literature of the 
past year in the fields of infectious diseases, cardiac and 
pulmonary conditions, diseases of the blood and of the 
kidney, and disorders of the digestive system and meta- 
bolism. Each abstract is no more than a page or two long, 
and is sometimes followed by a line or two of personal 
comment by the editor. In this day of digests and abstracts 
some such boiling-down process seems almost essential in 
keeping abreast of current medical opinion. But like some 
other concentrates a little of this book at a time goes a long 
way, and one had best not try to hurry through it. Other- 
wise the mental indigestion is apt to be as bad as if one 
had rapidly consumed some five or six hundred buillon 
cubes. 

MorcGan Cutts, M.D. 
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